established primary care-based diabetes care programmes in Ireland, is dedicated to improving the quality of care for patients with diabetes in the Midlands region. The programme encompasses evidence-based quality improvement strategies to integrate and coordinate diabetes management within general practice and with other disciplines, including patient registration and recall, regular diabetes review visits, active role of the practice nurse in coordination and ongoing management, multidisciplinary specialist access (e.g. clinical nurse specialists (CNS), dietetics, ophthalmology, chiropody), professional education, and remuneration. Limited research exists on the long-term performance of structured, primary care-led diabetes management both in Ireland and internationally, and the MDSCP has the potential to provide insight into the delivery of a primary care-led approach to improving diabetes care. We examined the quality of care delivered to patients with type 2 diabetes (T2DM) using data from 16 years of the programme. Methods: At four time points, 1998, 2003, 2008 and 2015, data on the documentation of care processes and outcomes were collected by CNS from patients with T2DM (≥18 years) registered with participating practices. Data were extracted from patient notes using a paper-based data collection form. Using Stata, chi-square tests for trend were used to test differences in processes and outcomes over time, benchmarked against national guidelines and the English National Diabetes Audit (NDA) 2014-2015; a suitable comparator given that structured diabetes care in the UK is supported by existing policy and financial incentives. Documentation in 2015 (>97%) was comparable with the NDA with the exception of BMI (69.5%) and smoking (78.9%). The proportion of patients with a blood pressure <130/80 mm Hg increased from 7.8% in 1998 to 21.1% in 2015 (P < 0.001), as did the proportion with a total cholesterol of <4.5 mmol/L (22.9% vs.70.4%, p < 0.001), and triglycerides <2.0 mmol/L (46.4% vs.75.5%, p < 0.001). The proportion with HbA1c <48 mmol/mol (6.5%) remained similar (37.6% in 1998/1999 vs.34.1% in 2015).
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Conclusion:
The findings demonstrate the progress made in the quality of care for people with diabetes in the region since the initiation of the MDSCP. Documentation of care processes improved significantly over time, as did the proportion of patients meeting clinical outcome targets. It is important to note the latter could reflect improvements in clinical guidance and prescribing over time and may not be directly attributable to the programme. Recording of BMI and smoking status remain consistently lower than other parameters, and understanding how this can be improved should be an area for attention. The MDSCP may inform how optimal primary care-led diabetes care can be delivered in Ireland, which is particularly relevant given ongoing policy reforms to support the delivery of diabetes care in the community. This includes the new diabetes 'cycle of care' funding initiative which was launched in 2015, and will, for the first time in Ireland, financially remunerate GPs for care of patients with stable T2DM, providing two structured visits per year. Objectives: As the majority of contacts within the UK healthcare services occur within primary care, the opportunity for patient safety incidents to occur is significant. While patient safety incidents with serious negative consequences are in comparison rarer in primary care than in hospital care, the volume of avoidable risks is substantially higher. Despite this primary care patient safety has been under researched and underfunded. Increasingly there is a recognition of the need to examine patient safety within a primary care setting but as resources available for research are limited it is important to address the research questions that matter to those who use the services, i.e. patients, carers and healthcare professionals. The James Lind Alliance (JLA) is a priority setting approach to identify the most important areas for research that has become well established in the UK. The JLA is overseen by the National Institute for Health Research Evaluation, Trials and Studies Coordinating Centre (NETSCC). Its aim is to provide opportunities for patients and healthcare professionals to work together to agree what are the most important treatment uncertainties affecting an area, in order to influence the prioritisation of future research in that area. This partnership aimed to identify the top 10 unanswered research questions for primary care patient safety research. Methods: The JLA priority setting partnership adopts a structured approach to the identification of unanswered questions, or uncertainties, and their prioritisation. A national survey of patients, carers, general practitioners, pharmacists, nurses, dentists, other allied health care professionals, patients, and carers was conducted. Questions were then processed from their raw form with similar questions combined into indicative questions. These questions were then categorised and refined into research questions and the literature was searched to identify any relevant evidence. A second national prioritisation exercise was then conducted on unanswered questions and the priority questions were taken forward to a final prioritisation workshop where the top 10 questions were identified by patients, carers and primary care health care staff.
Results: 443 research questions were submitted by 351 patients and 86 healthcare professionals. After checking for relevance and rephrasing, a total of 173 questions were collated into themes. The themes were largely focused on communication, team and system working, interfaces across primary and secondary care, medication, self-management support and technology. After the second national prioritisation exercise, the top 30 questions were taken forward to the final prioritisation workshop. The top 10 research questions prioritised in the final workshop will be presented.
The top 10 research questions identified a range of systems of care where there are outstanding questions to address in primary care patient safety research. The final top 10 research priorities will be used to guide funding of primary care patient safety research over the next 5-10 years on areas that are important to both patients and healthcare professionals to address questions that are needed in practice. Objectives: Trauma informed practice (TIP) -based on the principles of safety, trust, collaboration, empowerment, and choice -is efficient and has merit for clients, and professionals, across public and social services. Implementation of TIP is, however, a challenging undertaking for individuals and organisations. The study aimed to: attain the level of use of principles of TIP; and determine the motivators, barriers and enablers for changing work practices towards increasing its use at an organisational system level. Methods: Participants were working in community health services attached to a large hospital network in Sydney, Australia. Ethics approval was obtained from the health network. The services were directed at clients who are marginalised or experiencing disadvantage. Focus groups were conducted with 24 front-line workforce and managers, from medicine, allied health and health promotion. Focus groups were facilitated using a semi-structured interview guide to determine motivators, barriers and enablers. Participants completed a validated, TIP checklist to identify practices undertaken. Data was digitally recorded, independently transcribed and thematic analysis conducted. Checklist data was reported using descriptive statistics. Results: Participants reported the willingness and consistent actual use of the five principles of TIP with clients. Practices included: open and respectful communication (96% n=23); sharing decisionmaking (92% n=22); providing a gender sensitive service (92% n=20); supporting client goals and interests (92% n=22); and proving a physically safe environment (88% n=21). Fewer principles of TIP were reported in regards workforce, particularly regarding worker self-care and development. Almost three quarters reported only 'sometimes' or 'never' attending regular supervision where preventing vicarious trauma is discussed (72% n=17). Just over half reported having attended training on the impacts of trauma (54% n=13) and just under half reported attending training about developing a safety or crisis plan (46% n=11). Common motivators for using TIP included: professional philosophy; evidence based; positive client outcomes; service model; and positive feedback received from clients. Three key enablers for changing work practices were identified: working in a flexible community setting; having a highly skilled, multidisciplinary workforce; and having a supportive team. Perceived barriers included: budget constraints; inability to back-fill positions and access training; and funding pressure. Conclusion: Clients are receiving safe, collaborative and consultative services, based on the principles of TIP. As with previous studies, worker safety was identified as an area for improvement. There were multiple strategies identified to enhance service quality and embed the use of TIP principles into services and the wider organisation. These include: ensuring TIP is built into service models; ensuring flexibility in planning service delivery; establishing organisational guidelines for worker safety; creating a supportive team environment; ensuring access to relevant training; creating multidisciplinary teams or collaborations; and ensuring performance measures are aligned with the actual time required to undertake clinical work in this complex field. The benefits of undertaking these improvements will potentially flow through the organisation and deliver higher quality care into the future. The challenge is to design a new model of care that will strengthen primary care, integrate primary and tertiary services and initiate changes to transform the diabetes landscape. Methods: The Alliance Diabetes Integration Project is a proof of concept pilot. General practices were recruited following expressions of interest and patients with type 2 diabetes were stratified (Joslin criteria). Moderate-to-high risk patients were offered 40-minute case-conference style consultations within each practice attended by an Endocrinologist, Diabetes Educator, the patient's General Practitioner (GP), Practice Nurse (PN) and the patient. Recommendations were implemented by their usual GP without specialist clinic follow-up. Practice staff could then offer standardised quality care to their remaining patients with reduced specialist input. This partnership provides a more seamless patient-centred approach to diabetes care, delivering intensive individualised education to all involved. Effective communication through direct integration minimises delay in therapeutic changes.
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